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h. Medicaid services.  Persons eligible for Medicaid as medically needy will be eligible for all
services covered by Medicaid except:

(1) Care in a nursing facility or an intermediate care facility for the mentally retarded.
(2) Care in an institution for mental disease.
(3) Care in a Medicare-certified skilled nursing facility.
(4) Rehabilitative treatment services pursuant to 441—Chapter 185.
i. Reviews.  Reviews of eligibility shall be made for SSI-related medically needy recipients with

a zero spenddown as often as circumstances indicate but in no instance shall the period of time between
reviews exceed 12 months.

SSI-related medically needy persons shall complete Form 470-3118, Medically Needy Recertifica-
tion/State Supplementary and Medicaid Review, as part of the review process when requested to do so
by the county office.

j. Redetermination.  When an SSI-related recipient who has had ongoing eligibility because of a
zero spenddown has income that exceeds the MNIL, a redetermination of eligibility shall be completed
to change the recipient’s eligibility to a two-month certification with spenddown.  This redetermina-
tion shall be effective the month the income exceeds the MNIL or the first month following timely
notice.

(1) The Medically Needy Recertification/State Supplementary and Medicaid Review, Form
470-3118, shall be used to determine eligibility for SSI-related medically needy when an SSI recipient
has been determined to be ineligible for SSI due to excess income or resources in one or more of the
months after the effective date of the SSI eligibility decision.

(2) All eligibility factors shall be reviewed on recertifications.  A face-to-face interview is not re-
quired for recertifications if the last face-to-face interview was less than 12 months ago and there has
not been a break in assistance.  When the length of time between face-to-face interviews would exceed
12 months, a face-to-face interview shall be required.

k. Recertifications.  A new application shall be made when the certification period has expired
and there has been a break in assistance as defined at rule 441—75.25(249A).  When the certification
period has expired and there has not been a break in assistance, the person shall use the Medically
Needy Recertification/State Supplementary and Medicaid Review, Form 470-3118, to be recertified.
This form shall be treated as an application.  For cases on the X-PERT system, if an interview is re-
quired as specified at subparagraph 75.1(35)“j” (2), the applicant may complete Form 470-3112 or
470-3122 (Spanish).  When the applicant completes Form 470-3112 or Form 470-3122 (Spanish), the
Summary of Facts, Form 470-3114, shall be completed and attached to the Summary Signature Page,
Form 470-3113 or Form 470-3123 (Spanish), which has been signed and returned to the local or area
office.

If an interview is not required as specified at subparagraph 75.1(35)“j” (2), when the Application
for Assistance, Part 1, Form 470-3112 or 470-3122 (Spanish), is completed, the applicant shall be re-
quested to complete Form 470-3118.

l. Disability determinations.  An applicant receiving social security disability benefits under
Title II of the Social Security Act or railroad retirement benefits based  on the Social Security Act defi-
nition of disability by the Railroad Retirement Board shall be deemed disabled without any further
determination.  In other cases under the medically needy program, the department shall conduct an
independent determination of disability unless the applicant has been denied supplemental security
income benefits based on lack of disability and does not allege either (1) a disabling condition different
from or in addition to that considered by the Social Security Administration, or (2) that the applicant’s
condition has changed or deteriorated since the most recent Social Security Administration determina-
tion.
IAC 10/8/97, 12/31/97



Ch 75, p.16 Human Services[441] IAC 8/12/98

(1) In conducting an independent determination of disability, the department shall use the same
criteria required by federal law to be used by the Social Security Administration of the United States
Department of Health and Human Services in determining disability for purposes of Supplemental Se-
curity Income under Title XVI of the Social Security Act.  The disability determination services bureau
of the division of vocational rehabilitation shall make the initial disability determination on behalf of
the department.

(2) For an independent determination of disability, a Disability Report, Form 470-2465, must be
obtained from the applicant or recipient or the applicant’s or recipient’s authorized representative.  A
signed Authorization for Source to Release Information to the Department of Human Services, Form
470-2467, shall be completed for each medical source listed on the disability report.

(3) In connection with any independent determination of disability, the department shall deter-
mine whether reexamination of the person’s medical condition will be necessary for periodic redeter-
minations of eligibility.

75.1(36)  Expanded specified low-income Medicare beneficiaries.  Medicaid benefits to cover the
cost of the Medicare Part B premium shall be available to persons who are entitled to Medicare Part A
provided the following conditions are met:

a. The person’s monthly income is at least 120 percent of the federal poverty level but is less than
135 percent of the federal poverty level (as defined by the United States Office of Management and
Budget and revised annually in accordance with Section 673(2) of the Omnibus Budget Reconciliation
Act of 1981) applicable to a family of the size involved.

b. The person’s resources do not exceed twice the maximum amount of resources that a person
may have and obtain benefits under the Supplemental Security Income (SSI) program.

c. The amount of the income and resources shall be determined the same as under the SSI pro-
gram unless the person lives and is expected to live at least 30 consecutive days in a medical institution
and has a spouse at home.  Then the resource determination shall be made according to subrules 75.5(3)
and 75.5(4).  Income shall not include any amount of social security income attributable to the cost-of-
living increase through the month following the month in which the annual revision of the official pov-
erty level is published.

d. The person is not otherwise eligible for Medicaid.
e. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
75.1(37)  Home health specified low-income Medicare beneficiaries.
a. Medicaid benefits to cover the cost of the home health portion of the Medicare Part B premium

shall be available to persons who are entitled to Medicare Part A provided the following conditions are
met:

(1) The person’s monthly income is at least 135 percent of the federal poverty level but is less than
175 percent of the federal poverty level (as defined by the United States Office of Management and
Budget and revised annually in accordance with Section 673(2) of the Omnibus Budget Reconciliation
Act of 1981) applicable to a family of the size involved.

(2) The person’s resources do not exceed twice the maximum amount of resources that a person
may have and obtain benefits under the Supplemental Security Income (SSI) program.

(3) The amount of the income and resources shall be determined the same as under the SSI pro-
gram unless the person lives and is expected to live at least 30 consecutive days in a medical institution
and has a spouse at home.  Then the resource determination shall be made according to subrules 75.5(3)
and 75.5(4).  Income shall not include any amount of social security income attributable to the cost-of-
living increase through the month following the month in which the annual revision of the official pov-
erty level is published.

(4) The person is not otherwise eligible for Medicaid.
b. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
c. Payment of the home health portion of Medicare Part B premium shall be made retroactively

on an annual basis in April of each year for the prior calendar year.
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75.1(38)  Continued Medicaid for disabled children from August 22, 1996.  Medical assistance
shall be available to persons who were receiving SSI as of August 22, 1996, and who would continue to
be eligible for SSI but for Section 211(a) of the Personal Responsibility and Work Opportunity Act of
1996 (P.L. 104-193).

This rule is intended to implement Iowa Code sections 249A.3, 249A.4 and 249A.6.

441—75.2(249A)  Medical resources.  Medical resources include health and accident insurance, eli-
gibility for care through Veterans’ Administration, specialized child health services, Title XVIII of the
Social Security Act (Medicare) and other resources for meeting the cost of medical care which may be
available to the recipient.  These resources must be used when reasonably available.

When a medical resource may be obtained by filing a claim or an application, and cooperating in the
processing of that claim or application, that resource shall be considered to be reasonably available,
unless good cause for failure to obtain that resource is determined to exist.

Payment will be approved only for those services or that part of the cost of a given service for which
no medical resources exist unless pay and chase provisions as defined in rule 441—75.25(249A) are
applicable.  Persons who have been approved by the Social Security Administration for supplemental
security income shall complete Form MA-2124-0, Supplementary Information—Medicaid Applica-
tion—Retroactive Medicaid Eligibility, and return it to the local office of the department of human ser-
vices.  Persons eligible for Part B of the Medicare program shall make assignment to the department on
Form MA-2124-0, Supplementary Information—Medicaid Application—Retroactive Medicaid Eli-
gibility.

75.2(1) The recipient, or one acting on the recipient’s behalf, shall file a claim, or submit an ap-
plication, for any reasonably available medical resource, and shall also cooperate in the processing of
the claim or application.  Failure to do so, without good cause, shall result in the termination of medical
assistance benefits.  The medical assistance benefits of a minor or a legally incompetent adult recipient
shall not be terminated for failure to cooperate in reporting medical resources.

75.2(2) When a parent or payee, acting on behalf of a minor, or of a legally incompetent adult re-
cipient, fails to file a claim or application for reasonably available medical resources, or fails to cooper-
ate in the processing of a claim or application, without good cause, the medical assistance benefits of
the parent or payee shall be terminated.

75.2(3) Good cause for failure to cooperate in the filing or processing of a claim or application
shall be considered to exist when the recipient, or one acting on behalf of a minor, or of a legally incom-
petent adult recipient, is physically or mentally incapable of cooperation.  Good cause shall be consid-
ered to exist when cooperation is reasonably anticipated to result in:

a. Physical or emotional harm to the recipient for whom medical resources are being sought.
b. Physical or emotional harm to the parent or payee, acting on the behalf of a minor, or of a legal-

ly incompetent adult recipient, for whom medical resources are being sought.
75.2(4) The determination of good cause shall be made by the Utilization Review Section of the

Bureau of Medical Services.  This determination shall be based on information and evidence provided
by the recipient, or by one acting on the recipient’s behalf.
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75.2(5) When the department receives information through a cross-match with department of em-
ployment services and child support recovery files which indicates the absent parent of a Medicaid-
eligible child is employed, the department shall send Form 470-0413, Absent Parent Insurance Ques-
tionnaire, to the absent parent in order to obtain health insurance coverage information.  If the absent
parent does not respond within 15 days from the date Form 470-0413 is sent, the department shall send
Form 470-2240, Employer Insurance Questionnaire, to the employer in order to obtain the health in-
surance coverage information.

This rule is intended to implement Iowa Code sections 249A.4, 249A.5 and 249A.6.

441—75.3(249A)  Acceptance of other financial benefits.  An applicant or recipient shall take all
steps necessary to apply for and, if entitled, accept any income or resources for which the applicant or
recipient may qualify, unless the applicant or recipient can show an incapacity to do so.  Sources of
benefits may be, but are not limited to, contributions, annuities, pensions, retirement or disability bene-
fits, veterans’ compensation and pensions, old-age, survivors, and disability insurance, railroad retire-
ment benefits, black lung benefits, or unemployment compensation.

75.3(1) When it is determined that the supplemental security income (SSI)-related applicant or re-
cipient may be entitled to other cash benefits, a Notice Regarding Acceptance of Other Cash Benefit,
Form MA-3017-0, shall be sent to the applicant or recipient.

75.3(2) The SSI-related applicant or recipient must express an intent to apply or refuse to apply for
other benefits within five working days from the date the notice is issued.  A signed refusal to apply or
failure to return the form shall result in denial of the application or cancellation of Medicaid unless the
applicant or recipient is mentally or physically incapable of filing the claim for other cash benefits.

75.3(3) When the SSI-related applicant or recipient is physically or mentally incapable of filing
the claim for other cash benefits, the local office shall request the person acting on behalf of the recipi-
ent to pursue the potential benefits.

75.3(4) The SSI-related applicant or recipient shall cooperate in applying for the other benefits.
Failure to timely secure the other benefits shall result in cancellation of Medicaid.

EXCEPTION:  An applicant or recipient shall not be required to apply for supplementary security in-
come to receive Medicaid under subrule 75.1(17).

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

441—75.4(249A)  Medical assistance lien.
75.4(1) The agency within the department of human services responsible for administration of the

department’s lien is the division of medical services.  When payment is made by the department for
medical care or expenses through the medical assistance program on behalf of a recipient, the depart-
ment shall have a lien, to the extent of those payments, to all monetary claims which the recipient may
have against third parties.  A lien under this section is not effective unless the department files a notice
of lien with the clerk of the district court in the county where the recipient resides and with the recipi-
ent’s attorney when the recipient’s eligibility for medical assistance is established.  The notice of lien
shall be filed before the third party has concluded a final settlement with the recipient, the recipient’s
attorney, or other representative.  The third party shall obtain a written determination from the depart-
ment concerning the amount of the lien before a settlement is deemed final for purposes of this section.
A compromise, including, but not limited to, notification, settlement, waiver or release, of a claim un-
der this section does not defeat the department’s lien except pursuant to the written agreement of the
director or the director’s designee under which the department would receive less than full reimburse-
ment of the amounts it expended.  A settlement, award, or judgment structured in any manner not to
include medical expenses or an action brought by a recipient or on behalf of a recipient which fails to
state a claim for recovery of medical expenses does not defeat the department’s lien if there is any re-
covery on the recipient’s claim.
IAC 9/1/93, 10/8/97
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All notifications to the department required by law shall be directed to the Division of Medical Ser-
vices—Third Party Liability, Fifth Floor, Hoover State Office Building, Des Moines, Iowa
50319-0114.  Notification shall be considered made as of the time the notification is deposited so ad-
dressed, postage prepaid in the United States Postal Service system.

75.4(2) The department may pursue its rights to recover either directly from any third party or from
any recovery obtained by or on behalf of any medical assistance recipient.  If a recipient of the medical
assistance program incurs the obligation to pay attorney fees and court costs for the purpose of enforc-
ing a monetary claim to which the department has a lien under this section, upon the receipt of the judg-
ment or settlement of the total claim, of which the lien for medical assistance payments is a part, the
court costs and reasonable attorney fees shall first be deducted from this total judgment or settlement.
One-third of the remaining balance shall then be deducted and paid to the recipient.  From the remain-
ing balance, the lien of the department shall be paid.  Any amount remaining shall be paid to the recipi-
ent.  An attorney acting on behalf of a recipient of medical assistance for the purpose of enforcing a
claim to which the department has a lien shall not collect from the recipient any amount as attorney fees
which is in excess of the amount which the attorney customarily would collect on claims not subject to
this rule.  The department will provide computer-generated documents or claim forms describing the
services for which it has paid upon request of any affected recipient or the recipient’s attorney.  The
documents may also be provided to a third party where necessary to establish the extent of the depart-
ment’s claim.

75.4(3) In those cases where appropriate notification is not given to the department or where the
department’s recovery rights are otherwise adversely affected by an action of the recipient or one act-
ing on the recipient’s behalf, medical assistance benefits shall be terminated.  The medical assistance
benefits of a minor child or a legally incompetent adult recipient shall not be terminated.  Subsequent
eligibility for medical assistance benefits shall be denied until an amount equal to the unrecovered
claim has been reimbursed to the department or the individual produces documentation of incurred
medical expense equal to the amount of the unrecovered claim.  The incurred medical expense shall not
be paid by the medical assistance program.

a. The client, or one acting on the client’s behalf, shall provide information and verification as
required to establish the availability of medical or third-party resources.

b. Rescinded IAB 9/4/91, effective 11/1/91.
c. The client or person acting on the client’s behalf shall complete Form 470-2826, Supplemental

Insurance Questionnaire, in a timely manner at the time of application, when any change in medical
resources occurs during the application period, and when any changes in medical resources occur after
the application is approved.

A report shall be considered timely when made within ten days from:
(1) The date that health insurance begins, changes, or ends.
(2) The date that eligibility begins for care through Veterans Administration, specialized child

health services, Title XVIII of the Social Security Act (Medicare) and other resources.
(3) The date the client, or one acting on the client’s behalf, files an insurance claim against an in-

sured third party, for the payment of medical expenses that otherwise would be paid by Medicaid.
(4) The date the recipient, or one acting on the recipient’s behalf, retains an attorney with the ex-

pectation of seeking restitution for injuries from a possibly liable third party, and the medical expenses
resulting from those injuries would otherwise be paid by Medicaid.



Ch 75, p.20 Human Services[441] IAC 9/1/93, 10/8/97

(5) The date that the recipient, or one acting on the recipient’s behalf, receives a partial or total
settlement for the payment of medical expenses that would otherwise be paid by Medicaid.

The recipient may report the change in person, by telephone, by mail or by using the Ten Day Report
of Change, Form PA-4106-0, which is mailed with the Aid to Dependent Children Assistance warrants.

d. The recipient, or one acting on the recipient’s behalf, shall complete the Recipient Inquiry,
Form MA-4047-0, when the department has reason to believe that the recipient has received an
accident-related injury.  Failure to cooperate in completing and returning this form, or in giving com-
plete and accurate information, shall result in the termination of Medicaid benefits.

e. In those instances where the recovery rights of the department are adversely affected by the
actions of a parent or payee, acting on the behalf of a minor, or legally incompetent adult recipient, the
Medicaid benefits of the parent or payee shall be terminated.  In those instances where a parent or payee
fails to cooperate in completing or returning the Recipient Inquiry, Form MA-4047-0, or the Supple-
mental Insurance Questionnaire, Form 470-2826, or fails to give complete and accurate information
concerning the accident-related injuries of a minor or legally incompetent adult recipient, the Medicaid
benefits of the parent or payee shall be terminated.

f. The recipient, or one acting on the recipient’s behalf, shall refund to the department from any
settlement or payment received the amount of any medical expenses paid by Medicaid.  Failure of the
recipient to do so shall result in the termination of Medicaid benefits.  In those instances where a parent
or payee, acting on the behalf of a minor, or of a legally incompetent adult recipient, fails to refund a
settlement overpayment to the department, the Medicaid benefits of the parent or payee shall be termi-
nated.

75.4(4) Third party and provider responsibilities.
a. The health care services provider shall inform the department by appropriate notation on the

Inpatient Hospital Claim, Form XIX HOSP-1, the Outpatient Hospital Claim, Form XIX HOSP-2, or
on the Health Insurance Claim, Form HCFA 1500, that other coverage exists but did not cover the ser-
vice being billed or that payment was denied.

b. The health care services provider shall notify the department in writing by mailing copies of
any billing information sent to a recipient, an attorney, an insurer or other third party after a claim has
been submitted to or paid by the department.

c. An attorney representing an applicant for or a past or present recipient of medical assistance on
a claim to which the department has filed a lien under this rule shall notify the department of the claim
of which the attorney has actual knowledge, prior to filing a claim, commencing an action or negotiat-
ing a settlement offer.  Actual knowledge shall include the notice to the attorney pursuant to subrule
75.4(1).  The mailing and deposit in a United States post office or public mailing box of the notice,
addressed to the department at its state or regional office location, is adequate legal notice of the claim.

75.4(5) Department’s lien.
a. The department’s liens are valid and binding on an attorney, insurer or other third party only

upon notice by the department or unless the attorney, insurer or other third party has actual notice that
the recipient is receiving medical assistance from the department and only to the extent that the attor-
ney, insurer or third party has not made payment to the recipient or an assignee of the recipient prior to
the notice.
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Any information released to an attorney, insurer or other third party, by the health care services pro-
vider, that indicates that reimbursement from the state was contemplated or received, shall be
construed as giving the attorney, insurer or other third party actual knowledge of the department’s in-
volvement.  For example, information supplied by a health care services provider which indicates
medical assistance involvement shall be construed as showing involvement by the department under
Iowa Code section 249A.6.  Payment of benefits by an insurer or third party pursuant to the rights of the
lienholder in this rule discharges the attorney, insurer or other third party from liability to the recipient
or the recipient’s assignee to the extent of the payment to the department.

b. When the department has reason to believe that an attorney is representing an applicant for or
recipient of medical assistance on a claim to which the department filed a lien under this rule, the de-
partment shall issue notice to that attorney of the department’s lien rights by mailing the Notice of Med-
ical Assistance Lien, Form 470-3030, to the attorney.

c. When the department has reason to believe that an insurer is liable for the costs of a recipient’s
medical expenses, the department shall issue notice to the insurer of the department’s lien rights by
mailing the Notice of Medical Assistance Lien, Form 470-3030, to the insurer.

d. The mailing and deposit in a United States post office or public mailing box of the notice, ad-
dressed to the attorney or insurer is adequate legal notice of the department’s subrogation rights.

75.4(6) For purposes of this rule the term “third party” includes an attorney, individual, institution,
corporation, or public or private agency which is or may be liable to pay part or all of the medical costs
incurred as a result of injury, disease or disability by or on behalf of an applicant for or a past or present
recipient of assistance under the medical assistance program.

75.4(7) The department may enforce its lien by a civil action against any liable third party.
This rule is intended to implement Iowa Code sections 249A.4, 249A.5, and 249A.6.

441—75.5(249A)  Determination of countable income and resources for persons in a medical in-
stitution.  In determining eligibility for any coverage group under rule 441—75.1(249A), certain fac-
tors must be considered differently for persons who reside in a medical institution.  They are:

75.5(1) Determining income from property.
a. Nontrust property.  Where there is nontrust property, unless the document providing income

specifies differently, income paid in the name of one person shall be available only to that person.  If
payment of income is in the name of two persons, one-half is attributed to each.  If payment is in the
name of several persons, including a Medicaid client, a client’s spouse, or both, the income shall be
considered in proportion to the Medicaid client’s or spouse’s interest.  If payment is made jointly to
both spouses and no interest is specified, one-half of the couple’s joint interest shall be considered
available for each spouse.  If the client or the client’s spouse can establish different ownership by a
preponderance of evidence, the income shall be divided in proportion to the ownership.

b. Trust property.  Where there is trust property, the payment of income shall be considered avail-
able as provided in the trust.  In the absence of specific provisions in the trust, the income shall be con-
sidered as stated above for nontrust property.

75.5(2) Division of income between married people for SSI-related coverage groups.
a. Institutionalized spouse and community spouse.  If there is a community spouse, only the insti-

tutionalized person’s income shall be considered in determining eligibility for the institutionalized
spouse.



Ch 75, p.22 Human Services[441] IAC 12/2/98

b. Spouses institutionalized and living together.  Partners in a marriage who are residing in the
same room in a medical institution shall be treated as a couple until the first day of the seventh calendar
month that they continuously reside in the facility.  The couple may continue to be considered as a cou-
ple for medical assistance effective the first day of the seventh calendar month of continuous residency
if one partner would be ineligible for medical assistance or receive reduced benefits by considering
them separate individuals or if they choose to be considered together.  When spouses are treated as a
couple, the combined income of the couple shall not exceed twice the amount of the income limit estab-
lished in subrule 75.1(7).  Persons treated together as a couple for income must be treated together for
resources and persons treated individually for income must be treated individually for resources.

Spouses residing in the same room in a medical institution may be treated as individuals effective
the first day of the seventh calendar month.  The income of each spouse shall not exceed the income
limit established in subrule 75.1(7).

c. Spouses institutionalized and living apart.  Partners in a marriage who are both institutional-
ized, although not residing in the same room of the institution, shall be treated as individuals effective
the month after the month the partners cease living together.  Their income shall be treated separately
for eligibility.  If they live in the same facility after six months of continuous residence, they may be
considered as a couple for medical assistance effective the first day of the seventh calendar month of
continuous residency if one partner would be ineligible for medical assistance or receive reduced bene-
fits by considering them separate individuals or if they choose to be considered together.

In the month of entry into a medical institution, income shall not exceed the amount of the income
limit established in subrule 75.1(7).

75.5(3) Attribution of resources to institutionalized spouse and community spouse.  The depart-
ment shall determine the attribution of a couple’s resources to the institutionalized spouse and to the
community spouse when the institutionalized spouse is expected to remain in a medical institution at
least 30 consecutive days on or after September 30, 1989, at the beginning of the first continuous peri-
od of institutionalization.

a. When determined.  The department shall determine the attribution of resources between
spouses at the earlier of the following:

(1) When either spouse requests that the department determine the attribution of resources at the
beginning of the person’s continuous stay in a medical facility prior to an application for Medicaid
benefits.  This request must be accompanied by Form 470-2577, Resources Upon Entering a Medical
Facility, and necessary documentation.

(2) When the institutionalized spouse or someone acting on that person’s behalf applies for Med-
icaid benefits.  If the application is not made in the month of entry, or if the application is processed
through the X-PERT system, the applicant shall also complete Form 470-2577 and provide necessary
documentation.

b. Information required.  The couple must provide the social security number of the community
spouse.  The attribution process shall include a match of the Internal Revenue Service data for both the
institutionalized and community spouses.

c. Resources considered.  The resources attributed shall include resources owned by both the
community spouse and institutionalized spouse except for the following resources:

(1) The home in which the spouse or relatives as defined in 441—paragraph 41.22(3)“a”  live (in-
cluding the land that appertains to the home).

(2) Household goods, personal effects, and one automobile.
(3) The value of any burial spaces held for the purpose of providing a place for the burial of either

spouse or any other member of the immediate family.
IAC 12/2/98
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(4) Other property essential to the means of self-support of either spouse as to warrant its exclu-
sion under the SSI program.

(5) Resources of a blind or disabled person who has a plan for achieving self-support as deter-
mined by division of vocational rehabilitation or the department of human services.

(6) For natives of Alaska, shares of stock held in a regional or a village corporation, during the
period of 20 years in which the stock is inalienable, as provided in Section 7(h) and Section 8(c) of the
Alaska Native Claims Settlement Act.

(7) Assistance under the Disaster Relief Act and Emergency Assistance Act or other assistance
provided pursuant to federal statute on account of a presidentially declared major disaster and interest
earned on these funds for the nine-month period beginning on the date these funds are received or for a
longer period where good cause is shown.

(8) Any amount of underpayment of SSI or social security benefit due either spouse for one or
more months prior to the month of receipt.  This exclusion shall be limited to the first six months fol-
lowing receipt.

(9) A life insurance policy(ies) whose total face value is $1500 or less per spouse.
(10) An amount, not in excess of $1500 for each spouse that is separately identifiable and has been

set aside to meet the burial and related expenses of that spouse.  The amount of $1500 shall be reduced
by an amount equal to the total face value of all insurance policies which are owned by the person or
spouse and the total of any amounts in an irrevocable trust or other irrevocable arrangement available
to meet the burial and related expenses of that spouse.

(11) Federal assistance paid for housing occupied by the spouse.
(12) Assistance from a fund established by a state to aid victims of crime for nine months from re-

ceipt when the client demonstrates that the amount was paid as compensation for expenses incurred or
losses suffered as a result of a crime.

(13) Relocation assistance provided by a state or local government to a client comparable to assis-
tance provided under Title II of the Uniform Relocation Assistance and Real Property Acquisition Pol-
icies Act of 1970 which is subject to the treatment required by Section 216 of the Act.

d. Method of attribution.  The resources attributed to the institutionalized spouse shall be one-
half of the documented resources of both the institutionalized and community spouse as of the first
moment of the first day of the month of the spouse’s first entry to a medical facility.  However, if one-
half of the resources is less than $24,000, then $24,000 shall be protected for the community spouse.
Also, when one-half the resources attributed to the community spouse exceeds $81,960, the amount
over $81,960 shall be attributed to the institutionalized spouse.  (The maximum limit shall be indexed
annually by the consumer price index.)

If the institutionalized spouse has transferred resources to the community spouse under a court or-
der for the support of the community spouse, the amount transferred shall be the amount attributed to
the community spouse if it exceeds the specified limits above.

e. Notice and appeal rights.  The department shall provide each spouse a notice of the attribution
results.  The notice shall state that either spouse has a right to appeal the attribution if the spouse be-
lieves:

(1) That the attribution is incorrect, or
(2) That the amount of income generated by the resources attributed to the community spouse is

inadequate to raise the community spouse’s income to the minimum monthly maintenance allowance.
If an attribution has not previously been appealed, either spouse may appeal the attribution upon the

denial of an application for Medicaid benefits based on the attribution.
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f. Appeals.  Hearings on attribution decisions shall be governed by procedures in 441—Chapter
7.  If the hearing establishes that the community spouse’s resource allowance is inadequate to raise the
community spouse’s income to the minimum monthly maintenance allowance, there shall be substi-
tuted an amount adequate to provide the minimum monthly maintenance needs allowance.

(1) To establish that the resource allowance is inadequate and receive a substituted allowance, the
applicant must provide verification of all the income of the community spouse.

(2) The amount of resources adequate to provide the community spouse minimum maintenance
needs allowance shall be based on the cost of a single premium lifetime annuity with monthly pay-
ments equal to the difference between the monthly maintenance needs allowance and other countable
income not generated by either spouse’s countable resources.

(3) The resources necessary to provide the minimum maintenance needs allowance shall be based
on the maintenance needs allowance as provided by these rules at the time of the filing of the appeal.

(4) To receive the substituted allowance, the applicant shall be required to obtain three estimates
of the cost of the annuity and these amounts shall be averaged to determine the cost of an annuity.

(5) The averaged estimates representing the cost of an annuity shall be substituted for the amount
of resources attributed to the community spouse when the amount of resources previously determined
is less than the averaged cost of an annuity.  If the amount of resources previously attributed for the
community spouse is greater than the averaged cost of an annuity, there shall be no substitution for the
cost of the annuity and the attribution will remain as previously determined.

(6) The applicant shall not be required to purchase this annuity as a condition of Medicaid eligibil-
ity.

(7) If the appellant provides a statement from three insurance companies that they will not provide
estimates due to the potential annuitant’s age, the amount to be set aside shall be determined using the
following calculation:  The difference between the community spouse’s gross monthly income not
generated by countable resources (times 12) and the minimum monthly maintenance needs allowance
(times 12) shall be multiplied by the annuity factor for the age of the community spouse in the Table for
an Annuity for Life published at the end of Iowa Code chapter 450.  This amount shall be substituted for
the amount of resources attributed to the community spouse pursuant to subparagraph 75.5(3)“f” (5).

75.5(4) Consideration of resources of married people.
a. One spouse in a medical facility who entered the facility on or after September 30, 1989.
(1) Initial month.  When the institutionalized spouse is expected to stay in a medical facility less

than 30 consecutive days, the resources of both spouses shall be considered in determining initial Med-
icaid eligibility.

When the institutionalized spouse is expected to be in a medical facility 30 consecutive days or
more, only the resources not attributed to the community spouse according to subrule 75.5(3) shall be
considered in determining initial eligibility for the institutionalized spouse.

The amount of resources counted for eligibility for the institutionalized spouse shall be the differ-
ence between the couple’s total resources at the time of application and the amount attributed to the
community spouse under this rule.

(2) Ongoing eligibility.  After the month in which the institutionalized spouse is determined eligi-
ble, no resources of the community spouse shall be deemed available to the institutionalized spouse
during the continuous period in which the spouse is in an institution.  Resources which are owned
wholly or in part by the institutionalized spouse and which are not transferred to the community spouse
shall be counted in determining ongoing eligibility.  The resources of the institutionalized spouse shall
not count for ongoing eligibility to the extent that the institutionalized spouse intends to transfer and
does transfer the resources to the community spouse within 90 days unless unable to effect the transfer.

(3) Exception based on estrangement.  When it is established by a disinterested third-party source
that the institutionalized spouse is estranged from the community spouse, Medicaid eligibility will not
be denied on the basis of resources when the applicant can demonstrate hardship.
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The applicant can demonstrate hardship when the applicant is unable to obtain information about
the community spouse’s resources after exploring all legal means.

The applicant can also demonstrate hardship when resources attributed from the community spouse
cause the applicant to be ineligible, but the applicant is unable to access these resources after exhaust-
ing legal means.

(4) Exception based on assignment of support rights.  The institutionalized spouse shall not be
ineligible by attribution of resources that are not actually available when:

1. The institutionalized spouse has assigned to the state any rights to support from the community
spouse, or

2. The institutionalized spouse lacks the ability to execute an assignment due to physical or men-
tal impairment, but the state has the right to bring a support proceeding against a community spouse
without an assignment.

b. One spouse in a medical institution prior to September 30, 1989.  When one spouse is in the
medical institution prior to September 30, 1989, only the resources of the institutionalized spouse shall
count for eligibility according to SSI policies the month after the month of entry.  In the month of entry,
the resources of both spouses are countable toward the couple resource limit.

c. Spouses institutionalized and living together.  The combined resources of both partners in a
marriage who are residing in the same room in a medical institution shall be subject to the resource
limit for a married couple until the first of the seventh calendar month that they continuously reside in
the facility.  The couple may continue to be considered as a couple for medical assistance effective with
the seventh month if one partner would be ineligible for medical assistance or would receive reduced
benefits by considering them separately or if they choose to be considered together.  Persons treated
together as a couple for resources must be treated together for income and persons treated individually
for resources must be treated individually for income.  Effective the first of the seventh calendar month
of continuous residence, they may be treated as individuals, with the resource limit for each spouse the
limit for a single person.

d. Spouses institutionalized and living apart.  Partners in a marriage who are both institutional-
ized, although not residing in the same room of the institution, shall be treated as individuals effective
the month after the month the partners cease living together.  If they live  in the same facility after six
months of continuous residence, they may be considered as a couple for medical assistance effective
the first day of the seventh calendar month of continuous residency if one partner would be ineligible
for medical assistance or would receive reduced benefits by considering them separately or if they
choose to be considered together.

In the month of entry into a medical institution, all resources of both spouses shall be combined and
shall be subject to the resource limit for a married couple.

75.5(5) Consideration of resources for persons in a medical institution who have purchased and
used a precertified or approved long-term care insurance policy pursuant to department of commerce,
division of insurance, rules 191—Chapter 72.  A person 65 years of age or older who is either the bene-
ficiary of a certified long-term care policy or enrolled in a prepaid health care delivery plan that pro-
vides long-term care services pursuant to 191—Chapter 72 and who is eligible for medical assistance
under 75.1(3), 75.1(4), 75.1(5), 75.1(6), 75.1(7), 75.1(9), 75.1(12), 75.1(13), 75.1(17), 75.1(18),
75.1(23) or 75.1(27) except for excess resources may be eligible for medical assistance under this sub-
rule if the excess resources causing ineligibility under the listed coverage groups do not exceed the
“asset adjustment” provided in this subrule.  “Asset adjustment” shall mean a $1 disregard of resources
for each $1 that has been paid out under the person’s long-term care policy for qualified Medicaid long-
term care services.

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4 and chapter 249G.
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441—75.6(249A)  Disposal of resources for less than fair market value prior to July 1, 1989, or
October 1, 1989, between spouses.  Rescinded IAB 12/2/98, effective 2/1/99.

441—75.7(249A)  Furnishing of social security number.  As a condition of eligibility applicants or
recipients of Medicaid must furnish their social security account numbers or proof of application for
the numbers if they have not been issued or are not known and provide their numbers upon receipt.
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75.7(1) Assistance shall not be denied, delayed, or discontinued pending the issuance or verifica-
tion of the numbers when the applicants or recipients are cooperating in providing information neces-
sary for issuance of their social security numbers.

75.7(2) The mother of a newborn child shall have until the second month following the mother’s
discharge from the hospital to apply for a social security account number for the child.

This rule is intended to implement Iowa Code section 249A.3.

441—75.8(249A)  Medical assistance corrective payments.  If a decision by the department or the
Social Security Administration following an appeal on a denied application for any of the categories of
medical assistance eligibility set forth in rule 441—75.1(249A) is favorable to the claimant, reim-
bursement will be made to the claimant for any medical bills paid by the claimant during the period
between the date of the denial on the initial application and the date regular medical assistance cover-
age began when the bills were for medical services rendered in the period now determined to be an
eligible period based on the following conditions:

75.8(1) These bills must be for services covered by the medical assistance program as set forth in
441—Chapter 78.

75.8(2) Reimbursement will be based on Medicaid rates for services in effect at the time the ser-
vices were provided.

75.8(3) If a county relief agency has paid medical bills on the recipient’s behalf and has not re-
ceived reimbursement through assignment as set forth in 441—Chapter 80, the department will reim-
burse the county relief agency directly on the same basis as if the reimbursement was made to the recip-
ient.

75.8(4) Recipients and county relief agencies shall file claims for payment under this subrule by
submitting Form 470-2224, Verification of Paid Medical Bills, to the department.  A supply of these
forms is available from the county office.  All requests for reimbursement shall be acted upon within 60
days of receipt of all Forms 470-2224 in the county office.

75.8(5) Any adverse action taken by the department with respect to an application for reimburse-
ment is appealable under 441—Chapter 7.

This rule is intended to implement Iowa Code section 249A.4.

441—75.9(249A)  Treatment of Medicaid qualifying trusts.
75.9(1) A Medicaid qualifying trust is a trust or similar legal device established, on or before Au-

gust 10, 1993, other than by will by a person or that person’s spouse under which the person may be the
beneficiary of payments from the trust and the distribution of these payments is determined by one or
more trustees who are permitted to exercise any discretion with respect to the distribution to the person.
Trusts or initial trust decrees established prior to April 7, 1986, solely for the benefit of a mentally re-
tarded person who resides in an intermediate care facility for the mentally retarded, are exempt.

75.9(2) The amount of income and principal from a Medicaid qualifying trust that shall be consid-
ered available shall be the maximum amount that may be permitted under the terms of the trust assum-
ing the full exercise of discretion by the trustee or trustees for the distribution of the funds.

a. Trust income considered available shall be counted as income.
b. Trust principal (including accumulated income) considered available shall be counted as a re-

source, except where the trust explicitly limits the amount of principal that can be made available on an
annual or less frequent basis.  Where the trust limits the amount, the principal considered available over
any particular period of time shall be counted as income for that period of time.
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c. To the extent that the trust principal and income is available only for medical care, this princi-
pal or income shall not be used to determine eligibility.  To the extent that the trust is restricted to medi-
cal expenses, it shall be used as a third party resource.

This rule is intended to implement Iowa Code section 249A.4.

441—75.10(249A)  Residency requirements.  Residency in Iowa is a condition of eligibility for med-
ical assistance.

75.10(1)  Definitions.
“Incapable of expressing intent” shall mean that the person meets one or more of the following con-

ditions:
1. Has an IQ of 49 or less or has a mental age of seven or less.
2. Is judged legally incompetent.
3. Is found incapable of indicating intent based on medical documentation obtained from a physi-

cian, psychologist or other person licensed by the state in the field of mental retardation.
“Institution” shall mean an establishment that furnishes (in single or multiple facilities) food, shel-

ter, and some treatment or services to four or more persons unrelated to the proprietor.  Foster care facil-
ities are included.

75.10(2)  Determining residency.  Residency is determined according to the following criteria:
a. Persons aged 21 and over.
(1) For any person not residing in an institution the state of residence is the state where the person

is:
1. Living with the intention to remain there permanently or for an indefinite period (or, if incapa-

ble of expressing intent, where the person is living), or
2. Living and which the person entered with a job commitment or seeking employment (whether

or not currently employed).
(2) For any institutionalized person who became incapable of indicating intent before age 21, the

person’s state of residence is:
1. That of the parent applying for Medicaid on the person’s behalf, if the parents reside in separate

states.  If a legal guardian has been appointed and parental rights are terminated, the state of residence
of the guardian is used instead of the parent’s.

2. The parent’s or legal guardian’s state of residence at the time of placement.  If a legal guardian
has been appointed and parental rights are terminated, the state of residence of the guardian is used
instead of the parent’s.

3. The current state of residence of the parent or legal guardian who files the application if the
person is institutionalized in the state.  If a legal guardian has been appointed and parental rights are
terminated, the state of residence of the guardian is used instead of the parent’s.

4. The state of residence of the person who has been abandoned by the person’s parents and does
not have a legal guardian is the state in which the person is institutionalized.

(3) For any institutionalized person who became incapable of expressing intent at or after age 21,
the state of residence is the state in which the person is physically present, except where another state
makes a placement.

(4) For any other institutionalized person the state of residence is the state where the person is liv-
ing with the intention to remain there permanently or for an indefinite period.
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b. Persons under age 21.
(1) For any person who is emancipated from the person’s parents or who is married and capable of

expressing intent, the state of residence is the state where the person is living with the intention to re-
main there permanently or for an indefinite period.

(2) For any person not residing in an institution or foster home whose Medicaid eligibility is based
on blindness or disability, the state of residence is the state in which the person is living.

(3) For any other person not in an institution or foster home and not subject to subparagraph (1) or
(2) above, the state of residence is determined in accordance with rule 441—75.53(249A).

(4) For any person in an institution or foster home who is neither married nor emancipated, the
state of residence is:

1. The parent’s or legal guardian’s state of residence at the time of placement.  If a legal guardian
has been appointed and parental rights are terminated, the state of residence of the guardian is used
instead of the parent’s.

2. The current state of residence of the parent or legal guardian who files the application if the
person is in institutionalized or in foster care in that state.  If a legal guardian has been appointed and
parental rights are terminated, the state of residence of the guardian is used instead of the parent’s.

3. The state of residence of the person who has been abandoned by the person’s parents and does
not have a legal guardian is the state in which the person is institutionalized or in foster care.

c. Persons placed by a state in an out-of-state foster home or institution.  A state arranging or actu-
ally making the placement of a person in an institution or foster home in another state is considered the
person’s state of residence.  However, a Title IV-E eligible child placed out of state by the department is
eligible for Medicaid from the other state.  Therefore, the Title IV-E eligible child shall only receive
Iowa Medicaid until the receiving state provides coverage.  A Title IV-E eligible child placed in Iowa
by another state shall be considered eligible for Iowa Medicaid.

d. Medicaid-eligible persons receiving Medicaid from another state and gaining Iowa residency.
These persons shall be granted Medicaid beginning with the month of residency in Iowa if the person is
otherwise eligible and surrenders the other state’s medical card.  Good cause for not surrendering the
other state’s medical card shall exist when:

(1) The other state does not issue medical cards.
(2) The other state’s medical card is a magnetic stripe or a computer chip card that contains more

than Medicaid-related information.
(3) The other state’s medical card:  was left with Medicaid-eligible members of the person’s

household in the other state who did not move to Iowa with the person; was lost, mutilated, or de-
stroyed; was not kept by the person upon the person’s move to Iowa; or was previously surrendered to
the other state.

In addition to surrendering the other state’s medical card or establishing good cause, the cancella-
tion of Medicaid in the other state shall be verified.

441—75.11(249A)  Citizenship or alienage requirements.
75.11(1)  Definitions.
“Care and services necessary for the treatment of an emergency medical condition” shall mean ser-

vices provided in a hospital, clinic, office or other facility that is equipped to furnish the required care
after the sudden onset of an emergency medical condition, provided the care and services are not re-
lated to an organ transplant procedure furnished on or after August 10, 1993.  Payment for emergency
medical services shall be limited to the day treatment is initiated for the emergency medical condition
and the following two days.
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“Emergency medical condition” shall mean a medical condition (including labor and delivery)
manifesting itself by acute symptoms of sufficient severity (including severe pain) that the absence of
immediate medical attention could reasonably be expected to result in one or more of the following:

1. Placing the patient’s health in serious jeopardy.
2. Serious impairment to bodily functions.
3. Serious dysfunction of any bodily organ or part.
“Federal means-tested program” means all federal programs that are means-tested with the excep-

tion of:
1. Medical assistance for care and services necessary for the treatment of an emergency medical

condition not related to an organ transplant procedure furnished on or after August 10, 1993.
2. Short-term, non-cash, in-kind emergency disaster relief.
3. Assistance or benefits under the National School Lunch Act.
4. Assistance or benefits under the Child Nutrition Act of 1966.
5. Public health assistance (not including any assistance under Title XIX of the Social Security

Act) for immunizations with respect to immunizable diseases and for testing and treatment of symp-
toms of communicable diseases whether or not the symptoms are caused by a communicable disease.

6. Payments of foster care and adoption assistance under Parts B and E of Title IV of the Social
Security Act for a parent or a child who would, in the absence of numbered paragraph “1,” be eligible to
have payments made on the child’s behalf under such part, but only if the foster or adoptive parent (or
parents) of the child is a qualified alien (as defined in Section 431).

7. Programs, services, or assistance (such as soup kitchens, crisis counseling and intervention,
and short-term shelter) specified by the attorney general in the attorney general’s sole and unreview-
able discretion after consultation with appropriate federal agencies and departments, which:

• Deliver in-kind services at the community level, including through public or private nonprofit
agencies.

• Do not condition the provision of assistance, the amount of assistance provided, or the cost of
assistance provided on the individual recipient’s income or resources; and

• Are necessary for the protection of life or safety.
8. Programs of student assistance under Titles IV, V, IX, and X of the Higher Education Act of

1965, and Titles III, VII, and VIII of the Public Health Services Act.
9. Means-tested programs under the Elementary and Secondary Education Act of 1965.
10. Benefits under the Head Start Act.
11. Benefits under the Job Training Partnership Act.
“Qualified alien”  means an alien who is:
1. Lawfully admitted for permanent residence under the Immigration and Nationality Act;
2. Granted asylum under Section 208 of the Immigration and Nationality Act;
3. A refugee and who is admitted to the United States under Section 207 of the Immigration and

Nationality Act;
4. Paroled into the United States under Section 212(d)(5) of the Immigration and Nationality Act

for a period of at least one year;
5. An alien whose deportation is being withheld under Section 243(h) of the Immigration and

Nationality Act; or
6. Granted conditional entry pursuant to Section 203(a)(7) of the Immigration and Nationality

Act, as in effect prior to April 1, 1980.
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